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Provider Contract 

, Medical Center 11-9999999 
Effective 04/01/1999 

Hospital agrees to provider Covered Hospital Services on the payment terms set forth below. 

Hospital agrees to provide all Covered Inpatient and Outpatient Services according to the following all 
inclusive per diem and discount arrangements: 

$750.00 Medical Per Diem 
$950.00 Surgical Per Diem 

Normal Delivery (Mother & Baby) 
$ 1 ,400.00 1 -2 day stay case rate 
$450.00 each additional day 

Cesarean Section (Mother & Baby) 
$2,800.00 1-2 day stay case rate 
$500.0 0 each additional day 

All Other Covered Inpatient Services: 15% discount from billed charges 
Outpatient Services: 15% discount from billed charges 



Stop Loss: for any case in which charges exceed $20,000.00, hospital will be paid 85% of billed charges. 
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Completed Rate Sheet 




Medical Center 

1. Inpatient Per Diem 

J J Medical 

Revenue codes in Per Diem - Medical. Reprice at $750.00 per day. -2,6 
1.2 Surgical 

Revenue codes and CPT4 Procedure codes in Per Diem - Surgical. Reprice at $950.00 per day. -2,6 

2. Inpatient Case Rate 

2.1 Normal Delivery 1-2 Days 

ICD-9 Procedure codes in Normal Delivery. Reprice at $1,400.00 for up to 2 days. $450.00 per diem, 
thereafter. -1,6 

2.2 C-Section 

ICD-9 Procedure codes in C-Section. Reprice at $2,800.00 for up to 2 days. $500.00 per diem, thereafter. - 



3. Inpatient Services 

J. / All Other Inpatient Services 

All Remaining Codes. Reprice at 15% of charges. -2,6 

4. Outpatient Services 

4. 1 All Other Outpatient Services ' 
All Remaining Codes. Reprice at 15% of charges. -2,6 

5. Stop Loss 

5.7 Stop Loss 

All Remaining Codes. If repriced amount exceeds $20,000 the claim will be repriced at 85% of charges. - 



Footnotes 

1 - This calculation will be used to reprice the entire claim. 

2 - This calculation will be used to reprice the current line. 

3 - This calculation will be used to reprice the matching line as a group. 

4 - When the claim qualifies for more than one term, this price will be used if it is the largest amount 

5 - When the claim qualifies for more than one term, this price will be used if it is the smallest amount. 

6 - When the claim qualifies for more than one term, this price will be used if it is the last term to qualify. 

7 - Please note: No more terms will be examined for this claim/line if it qualifies under these terms. 
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Determine Quality of 
Service 

(Inpatient or outpatient) 
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Identify Term As a 
Matching Term and 
Determine any Priority 
Conditions 



Eliminate Matching terms 
- which are Excluded by 
Priority Conditions 



Reprice Under Non-eliminated 
matching terms 




Return to 
Step 288 




Date 03/23/2000 Page 

Worksheet Ho 100323CZ7XVP 
Processor DRHALC 



EEPRICIHG WORKSHEET 
Client/Carrier: UIICARE LIFE & HEALTH INSURAICE COM Member 



EV SLBIAVGDAE.il 



AUSTIff PAYPOINT (228) 

POST OFFICE BOX 833933 

RICHARDSOI, TX 75083 

PSivider of Service HARDY MEDICAL CENTER 
m 11-9999999 
J01/O9/20OO 



Member ID 15 
Patient DEB NELSON 
Employer EMPLOYER ADVANTAGE 



AiMssion Date 
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CSfle Description Units Charge 



j# NORMAL DELIVERY 
T 4 $20,000.00 

O! ** Total $20,000.00 

111 " • 

Tlil ABOVE WAS REPRICED USIHG THE SMERICM LIFE CARE NEGOTIATED PRICHG. 
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Repriced 


Discount 


Allowable 


$0.00 


$17,700.00 


. $2,300.00 


$0.00 


$17,700.00 


$2,300.00 
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